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ABSTRACT
In this project, the author aimed to examine law enforcement officer attitude and
behavior toward individuals with serious mental illness. There were two distinct sections
of this project; one quantitative and one qualitative. For the quantitative portion, one
hundred fifty four (N = 154) officers completed an online questionnaire providing
information on their attitude toward individuals with serious mental illness in a variety of
contexts. The questionnaire also generated information regarding officers’ general
knowledge of mental illness, their level of contact with individuals with mental illness,
and their desired social distance from individuals with mental illness. In the qualitative
portion, ten (N = 10) officers participated in semi-structured interviews which provided
more precise insight into both attitude toward individuals with serious mental illness and
officer behavior toward those individual in a variety of situations.
After reviewing and analyzing the quantitative data, the author noted that officer
attitude was split between a desire to see individuals with mental illness receive
appropriate treatment and a desire to impose social restriction on those individuals.
Through the use of path analysis, the author determined that as officer knowledge of
mental health increased, their desire for social restriction decreased. There was a strong
negative correlation between mental health knowledge and desired social distance.
Reviewing the qualitative data highlighted similar results. Officers noted that
they generally wanted to help individuals but had limited resources to do so. Several
interviewees stated that they received little instruction on how to handle situations with
individuals who suffered from mental illness and had little connection with behavioral
health practitioners who might be able to help them. While multiple officers noted that
ii

they and their colleagues did not want to use their time providing psychological services,
they did express the strong desire to see those services rendered by appropriate persons.
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CHAPTER I - Statement of the Problem
In the United States, there is a growing interest in the area of mental health as
more and more reports make their way into mainstream media. A 2018 Washington Post
article (Jaffe) examines the then recent Parkland, FL mass shooting not in the framework
of violence or gun control, but of issues within the mental health system. Jaffe notes that
as of 2016, seven percent of all homicides in the United States involved perpetrators with
untreated mental illness. A 2018 USA Today article (Johnson, 2018) reinforces the fact
that symptoms of mental illness like paranoia or delusions are often linked to violence.
Specifically, Johnson states that sixty-four percent of individuals accused of attacks on
government officials were found to have symptoms of mental illness, though only
twenty-five percent of them had previously received treatment. In 2016, Fox News
reported that over half (56%) of Americans living with a mental illness do not receive
any form of treatment. The authors note that lack of access to mental health treatment is
linked to incarceration rates, and that roughly 1.2 million people in American prison
suffer from a mental illness but go without treatment. As a final example, one 2016 New
York Times article (Osher, 2016) states that the number of individuals with a serious
mental illness in jail or prison is three to five times that of the general population. Osher
attributes much of the disparity to lack of funding and support for mental health treatment
in communities.
According to the National Alliance on Mental Illness (“Mental Health By The
Numbers”), nearly 1 in 5 Americans (roughly 18.5%) will have experienced a
diagnosable mental health episode in the last year. The National Institute of Mental
Health (NIMH, “Serious Mental Illness (SMI) Among U.S. Adults”) estimates that
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number to be similar, at just under 18%. These numbers represent a category known as
“Any Mental Illness” which contains information about mental health episodes across the
severity spectrum. One particular subset of the mental illness spectrum represents more
intense symptoms and is known as “Serious Mental Illness”. Both NIMH and NAMI
estimate that the prevalence of SMI in the United States is approximately 4%. This may
be a small portion of the population, but the issues faced by these individuals are serious
and worthy of examination.
While there is no standard definition of serious mental illness (Schinnar, 1990;
Ruggeri, 2000), criteria from the National Institute of Mental Health (1987) is widely
accepted. This definition considers SMI as 1) having a non-organic diagnosis of
psychosis or personality disorder, 2) a duration of psychiatric history or treatment
expectation lasting two or more years and 3) possessing several specific symptoms listed
by NIMH. The most useful way to differentiate the Any Mental Illness category from the
Serious Mental Illness category is that those in the Any Mental Illness group may
experience little to no disruption due to their illness while those in the SMI group
experience symptoms that negatively impact at least one aspect of daily life. Many
studies of SMI have focused on the specific diagnoses of schizophrenia, major
depression, and, to some extent, alcohol and drug issues (Angermeyer & Dietrick, 2005).
Other disorders that fall into the category of serious mental illness are Bipolar Disorder,
PTSD, and other general disorders of thought.
Within the United States population there is a well-established stigma toward
individuals diagnosed with SMI (Clayfield, 2011; Cotton, 2004; Mak, 2014). Link and
Phelan (2001) conceptualize stigma as having several components, including labeling,
2

attaching negative stereotypes, discrimination, and loss of status. All of these
components are present within the SMI population. Stigma can hinder these individuals
from employment opportunities to housing options to leisure outings (Mak, 2014;
Anagnostopoulos & Hantzi, 2011). In addition, stigma related to mental illness can
significantly harm nearly all aspects of an individual's interpersonal relationships
(Anagnostopoulos & Hantzi, 2011). Mak and others (2014) also note that stigma
attached to mental illness can impede an individual's motivation to seek help for his or
her illness. Angermeyer and Dietrick (2005) suggest the general public believes that
those with mental illness do, in fact, need help. However, this general belief also holds
that these individuals are unpredictable, untrustworthy, and oftentimes dangerous
(Angermeyer and Dietrick, 2005; Anagnostopoulos, & Hantzi 2011).
Although a greater understanding of attitudes toward mental illness in the general
population may be useful, Angermeyer and Deitrick (2005) suggest that there is little
benefit in examining these attitudes in such a large and varied group. Many studies,
though, have attempted to examine a subgroup that may share more homogenous
attitudes toward those with mental illness. One such subgroup is law enforcement
officers. Due in part to mandates of deinstitutionalization throughout the United States,
law enforcement officers are the first point of contact for many citizens with mental
illness who may be experiencing some type of crisis (Godfredson, 2010; Watson, 2014).
As budgets for mental health and social work resources decrease (Clayfield, 2011),
behavioral crises stemming from mental illness are now being handled more often by
officers rather than mental health professionals (Cotton, 2004).
Outcomes associated with the criminal justice system generally and law
3

enforcement specifically seem to be worse for those with a mental illness than for those
without. Currently, arrest rates for individuals with SMI are higher than those in the
general population (Godfredson, 2010; Watson, 2014). This has serious implications on
the quality of life for individuals with SMI. Many authors attribute the disproportionate
arrest rates of the SMI population to the criminalization of mental illness (Teller, 2006;
Cotton, 2004). Criminalization is the act of treating a behavior as illegal when it is not
(Cotton, 2004). These behaviors can include any number of symptoms of mental illness,
specifically those associated with psychosis and thought disorder. To those unfamiliar
with the expression of psychotic symptoms such as hallucination and delusion, arrest may
seem like the safest option.
Cotton (2004) notes an opposite view to the idea that officers arrest based on their
negative (or stigmatized) attitudes. She proposes that criminalization may stem not from
simple stigma, but rather from a lack of other dispositional options (Cotton, 2004).
Officers may hold a more positive view of mental illness than is currently portrayed.
Arrests, then, could be explained as an officer’s attempt to help the individual stay safe
and receive some form of treatment in absence of better options.
Police Response to SMI Individuals
When dispatched to a scene, law enforcement officers have a certain level of
discretion as to how they will handle the call (Sellers, 2005; Godfredson, 2010; Watson,
2014). On a spectrum of severity, the two end points of possible action would be
criminal arrest at the high end and informal resolution at the low. Possibly the most
straightforward option is for the officer to arrest the person with SMI. This may be done
whether or not the person has engaged in criminal behavior (Godfredson, 2010). An
4

officer also has the option to resolve the situation “off the books” so that there is no
formal disposition (Watson, 2014). Often in these situations, officers perceive little
threat of harm and thus weigh the formal processes to be too time consuming (Watson,
2014).
Somewhere in the middle of the severity spectrum are the options of a mental
health apprehension and the dispatch of a mobile crisis team. Mental health
apprehensions can be initiated when an officer determines that there is a significant threat
of harm by the person to themselves or to someone close to them. Watson (2014) notes
that this is most likely when there has been a threat or an attempt of suicide by the
mentally ill individual. With this option, the person can be involuntarily held without a
criminal charge for a specified period of time. This option typically ends with the person
being evaluated for further mental health treatment and for possible involuntary
hospitalization.
Finally, the officer may recognize that there is a mental health issue beyond his or
her capability to resolve, but the individual does not pose an immediate safety threat that
would initiate a mental health apprehension. In such a situation the officer may dispatch
another officer with specialized training in mental health issues or members of a mobile
crisis team from a local mental health center (Godfredson, 2010, Watson, 2014). These
individuals have specialized training in deescalating mental health crises and in aiding the
individual to receive further mental health treatment.
Whatever the outcome of the situation, law enforcement officers hold a relatively
high level of responsibility for how the call is resolved. Godfredson (2010) notes a
conflict in the literature regarding how officer attitudes relate to behavior, stating that
5

some studies estimate a fairly low correlation between an officer's attitude toward people
with SMI and the actions they take toward them. Other studies, however, hold the
connection as much more significant (Godfredson, 2010). This implies the possibility
that the attitude of law enforcement officers toward those with SMI can negatively affect
their use of power over those individuals in inappropriately criminalized situations.
If one can establish evidence of stigma toward people with SMI in the law
enforcement community, the question of where that stigma comes from quickly arises.
Perhaps the most salient aspect of law enforcement officer stigma toward individuals
with SMI is the idea that those with SMI are dangerous and unpredictable (Bonfine,
2014; Godfredson, 2010). This closely mirrors the attitude of the general population
(Angermeyer, 2005). Officers who perceive individuals with SMI as dangerous or
unpredictable are more likely to act with increased force in a given situation (Watson,
2014). This can be problematic as Watson (2014) notes that individuals with SMI are
more likely to initially resist arrest or other officer commands, either verbally or
physically. This resistance may be due to an individual with SMI being in the midst of a
psychotic episode and not understanding the initial request (Morabito, Kerr, Watson,
Draine, Ottati, & Angell, 2012). Morabito et al. (2012) also note that officers may
respond more forcefully to the odd behavior often exhibited by individuals with SMI.
This increases the likelihood of force escalation on the part of the officer by four (in cases
of verbal resistance) to twenty times (in cases of physical resistance) than in a nonresisted interaction (Watson, 2014).
If stigma is such a powerful factor in interactions between officers and those with
SMI, it becomes important to understand how that stigma can be positively affected.
6

There are several factors shown in both criminal justice and mental health literature to
motivate attitude change toward individuals with SMI. In several studies, increasing
people’s knowledge about mental illness leads to increases in positive attitudes of mental
illness (Furnham & Blythe, 2012; Bamgbade, 2016). This mental health literacy includes
general knowledge about characteristics of those with mental illness, a better
understanding of specific diagnosis symptomology, as well as knowledge about the
causes and treatment of mental illness.
Another factor affecting attitudes toward individuals with mental illness is the
concept of social distance (Wark, 2007; Anagnostopolous, 2011). This is a broad concept
regarding the level of interaction with certain groups of people one is comfortable with in
a range of public and private situations. The concept of social distance has been applied
to a variety of stigmas and is often employed in the study of mental health stigma.
A third factor, one that often goes hand in hand with social distance, is familiarity
with mental illness (Furnham & Blythe, 2012; Angermyer & Dietrich, 2006). This
concept assesses the level of contact that an individual has had with a person diagnosed
with mental illness. This familiarity may take place in various settings such as at work,
in friendship, or in one’s own family. Literature supports the idea that greater familiarity
leads to more positive attitudes toward those with mental illness (Furnham & Blythe,
2012; Angermyer, 2006).
Problem Statement
While there is research regarding officer attitudes toward individuals with mental
illness, there are just as certainly some gaps in that research. Much of the current
research in the area focuses on general descriptions of officer attitudes. Very little
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research asks the question of how those attitudes affects officer behavior (Angermeyer &
Dietrich, 2005; Godfredson, et al., 2010). Clayfield, Fletcher, and Grudzinskas (2011), in
their attempt to create an instrument to measure police attitudes note that stigma affects
attitude which in turn affects behavior. Angermeyer and Dietrich (2005) do note,
however, that this may be a difficult thing to measure.
Another issue with existing research is that current models of officer attitudes and
stigma do not represent a full picture of known variables. There are few models in this
area of research, and those that exist examine only a small portion of what is known. For
instance, Anagnostopoulos and Hantzi (2011) examined only the pathways that lead from
familiarity to social distance. While this research did identify some mediated paths that
provide insight into officer attitude, it does not represent the broader issue of connecting
officer attitudes and behavior. Another model in this field is that of Mak, Chong, and
Wong (2014) who modeled the factors of one theory of stigma (the common sense
model). This model helps identify some of the relationships among variables, but
certainly not all that are currently included in the literature.
Purpose
The purpose of this study was to answer the following research questions. What
is the general attitude of officers toward individuals with serious mental illness? How do
the factors of mental health literacy, familiarity, and desired social distance relate to
officer attitude and to each other? How can the Theory of Planned Behavior elements of
attitude, subjective norms, and perceived behavioral control be used to gain insight into
the lnk between attitude and behavior?
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Justification
This study has utility and benefit for a variety of groups. The first group to
benefit will be the participants in the study. While the officers sampled in the research
will have little direct benefit, they will receive information regarding mental health that
will hopefully increase their knowledge level of the issue.
Additionally, both officers and individuals with mental illness may potentially
benefit from this study. As this research aims to model the factors likely to increase
positive attitudes toward those with mental illness, the results of this study have the
potential to, in a small way, decrease criminalizing behavior, leading to more positive
interactions between officers and individuals with mental illness. As many authors note,
there is a disproportionate number of mentally ill individuals arrested and housed in
prison facilities across the nation.
Officers will not be the only aspect of the criminal justice system to benefit from
this research. Police and sheriffs’ departments in their entirety could benefit from the
results of this study as well. When officers spend time engaged in calls that center
primarily around mental health issues they are limited in the work of actual policing.
Helping officers to dispose of mental health calls quickly and get back to their duties
could increase department productivity.
In this same vein, communities at large have the potential to benefit from this
study. If officers can spend less time in mental health crises and more time policing, they
will likely be more available for genuine criminal situations. This has the potential to
make entire communities safer from legitimate threats.
Theoretical Framework
9

For this project to be well grounded, several theories will provide a framework for
its direction. This framework will allow the study to integrate with the greater body of
research, rather than stand apart from it. The theories used in this study provide the
structure for the research questions posed and for the conclusions drawn.
The theory of planned behavior will be this study's overarching theory (Ajzen,
1991; Fishbein & Ajzen, 2015). This theory, based in part on earlier work by Fishbien
and Ajzen, provides a model for relating attitude to behavior. Fishbein and Ajzen utilize
concepts of intention, perceived behavioral control, and subjective norms to determine
how a person is likely to act in a given situation. Since there is currently little research
about how law enforcement officer attitudes toward people with mental illness affects
their behavior this theory will offer insight into that phenomena. It will also serve as the
general model against which the newly created model will be compared.
Secondly, this study will use Gordon Allport’s (1954) intergroup contact theory.
This is often known as the contact hypothesis and has seen great use in social and
psychological research through the years. As contact with individuals who have a mental
illness is one of the main drivers of stigma decrease, this theory will help inform the
researcher on the mechanisms of this phenomena. This in turn will help place the factor
of group contact and familiarity within the larger model that will be created in the study.
Thirdly, this study will use social distance theory, (Bogardus, 1925a; Bogardus
1925b) which describes behavior as it relates to an individual’s comfort or discomfort
with social closeness toward someone of a perceived different group. This theory has
been used in the past to explain and predict prejudiced behavior. It will be helpful in this
study since social distance is another main driver of mental illness stigma.
10

CHAPTER II – Review of Literature
Possibly the earliest mention of the idea of social stigma comes from sociologist
Emile Durkheim. In his book The Rules of Sociological Method, originally published in
1895, Durkheim attempted to distill the then current state of thought and research into
both individual and group interaction into a cohesive treatise. While doing so, Durkheim
discussed the idea that even in the absence of genuine harm, those who differ from the
norm may be judged similarly to the criminal. Without using the word stigma, Durkheim
succinctly captured its essence.
Jumping ahead several years, one must acknowledge Erving Goffman’s work
giving a more pointed definition to the concept of stigma. In his book, Stigma: Notes on
the Management of Spoiled Identity (1963) Goffman described stigma as the rejection of
a person based solely on a particular attribute. Bos, Reeder, and Stutterheim (2013)
attribute Goffman’s 1963 work as the initial spark of stigma research. They note that
between the publication of Goffman’s work and their own 2013 paper, there were nearly
10,000 publications listed in the database PsychINFO with “stigma” in the title.
Similarly, Dovidio, Major, and Crocker (2000) suggest Goffman’s work as the bedrock
of stigma research, noting that nearly all definitions of stigma have his two-part construct
of identifying a difference in a person, and discrediting them because of it.
In their 2001 paper Conceptualizing Stigma, Link and Phelan take a wide-angle
look at the term stigma and break it into several factors to better understand what it
means. Unlike many previous definitions, that of Link and Phelan provide a five-fold
linear progression from one stigma-related factor to the next. Specifically, they propose
that stigma begins with labeling group differences and then attaching negative values to
11

those labels. Once this negative labeling is accomplished, groups are separated such that
there is some type of “us” and “them” divide. Fourthly, the separated group must
experience discrimination or loss of power. Finally, Link and Phelan suggest that the
entire act of stigmatization is held up by a foundation of differential power (be it socially,
economically, or politically) between the two groups.
Link and Phelan (2001) primarily discuss individual stigma, but they do begin to
touch on a broader form of the concept they term structural stigma. Link and
Hatzenbuehler (2014) developed a more cohesive definition of structural stigma, noting
that it deals less with interpersonal discrimination, but rather societal policies and norms
of the majority which restrict entire groups from community resources or opportunities.
In 2016, Hatzenbuehler gathered evidence for the effects of structural stigma on the
stigmatized group, noting that it increases the effects of individual and interpersonal
stigma, lowers the effectiveness of psychological interventions, and promotes general
negative health outcomes for the stigmatized group.
SMI as a Stigmatized Group
While examinations into general structural stigma are certainly necessary
research, focusing in on the concept as it relates to specific stigmatized groups may
provide more practical implications. One such group that suffers both individual and
structural level stigma is that of individuals with serious mental illnesses (SMI).
Currently, a standard definition of SMI does not exist (Schinnar, 1990; Ruggeri, 2000;
Stein, Phillips, Bolton, Fulford, Sadler, and Kendler, 2010). Authors of the Diagnostic
and Statistical Manual recognize that there are no firm boundaries on what does and does
not classify as a mental illness (American Psychiatric Association, 2013). Many authors,
12

however, cite some version of the National Institute of Mental Health’s (NIMH) threeprong definition from 1987 which is as follows: 1) the individual has a non-organic
diagnosis of psychosis or personality disorder, 2) the duration of treatment is expected to
be two years or longer 3) the individual experiences several specific symptoms outlined
by NIMH.
The National Alliance on Mental Illness (NAMI) and NIMH estimate that the
prevalence of mental illness in the United States is around 18% (“Mental Health By The
Numbers”). This means that each year approximately 1 in 5 Americans will regularly
experience at least one distressing symptom of mental illness. NAMI and NIMH also
estimate that the number of individuals suffering from SMI (those whose symptoms
negatively impact at least one aspect of their daily life) to be around 4%. While this is
not a large group, the issues faced by individuals with SMI are far from small.
Corrigan, Markowitz, and Watson (2004) examined studies of United States law
and found that there was a prevalence of legislation denying those with mental illness the
right to vote, marry, or hold any type of public office. Cummings, Lucas, and Druss
(2013) note similar findings, but also argue that federal laws of the past few decades
(Mental Health Parity and Addiction Equity Act, Education for All Handicapped
Children Act, and Americans with Disabilities Act) have been enacted to provide
protection to individuals with mental illness. Despite these steps forward, Cummings et
al. point out that coverage of protections is not equal for all types of mental illness in all
situations. Structural stigma still exists.

13

Attitudes Toward the SMI Population
General Population Attitudes Toward SMI Individuals. Individuals with SMI
also face stigma on a more interpersonal/individual level. They are often hindered from
gaining or maintaining employment and housing due to others’ beliefs that they are
dangerous and unpredictable (Angermeyer & Dietrick, 2005; Anagnostopoulos & Hantzi,
2011). Mak (2014) suggests that this type of stigma can even hinder an individual’s
desire to seek help. While public understanding of mental illness has increased in the last
several decades, levels of rejection of individuals with SMI are still significantly higher
than individuals with physical illnesses (Pescosolido, 2013).
In a 2005 review, Angermeyer and Dietrick examined trends in public attitude
toward individuals with mental illness from 1990 to 2004. The authors searched several
databases for peer reviewed articles discussing issues of mental illness and attitudes.
After removing duplicate items and articles that did not address their topic of interest, the
authors had 110 studies to examine. They found several trends among these studies, from
which they drew some general conclusions. The first is that the general public does not
differentiate well between different symptoms of different mental illnesses. Participants
were generally better at identifying illnesses with strong psychotic features like
schizophrenia, and worse at identifying illnesses such as depression or anxiety disorders
(Angermeyer & Dietrick, 2005).
The authors also note that the general population’s attitude toward individuals
with SMI is typically pro-social. They define this as the belief that individuals with SMI
are in need of and should receive help. Attitudes were generally favorable toward
individuals with SMI engaging in psychotherapeutic treatment, however attitudes became
14

more negative when this treatment involved medication. Overall, the authors identified a
feeling of sympathy in the general population toward individuals with SMI (Angermeyer
& Dietrick, 2005).
Pescolido (2013) offers a more recent endorsement of a similar phenomenon.
Through examination of the General Social Survey (a nationally representative survey
with around 1500 respondents) over the period from 1996 to 2006, he identified a shift in
the public to a more open and positive view of mental illness in general. While
Angermeyer and Dietrick (2005) showcase the rise in pro-social attitudes, Pescolido
(2013) highlights more self-disclosure of less serious mental illness throughout the
population. He cites this as a measure of the positive growth in attitudes toward mental
illness in general.
In conjunction with the generally pro-social belief that individuals with SMI did
need help, Angermeyer and Dietrick (2005) noted another trend in attitude as well.
Specifically, with schizophrenia and alcoholism, and somewhat in depression, people
believed individuals with SMI to be unpredictable. People also felt, again to a greater
degree in schizophrenia than depression, that individuals with these illnesses could be
violent.
Pescolido (2013) again echoes the same sentiment. He notes that individuals
surveyed rated negative attitudes lowest for “troubled person” and became increasingly
more negative through depression and then schizophrenia. The most negative attitudes
were toward individuals with alcohol and drug dependence. The author notes that this
rating trend was similar in both the 1996 and 2006 GSS.
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Both Angermeyer and Dietrick (2005) and Pescolido (2013) note that these
negative attitudes can lead individuals without mental illness to reject those with mental
illness in social situations. Pescolido shows that people surveyed in the GSS were more
positive toward individuals with SMI in less socially-close situations. As an example,
respondents were apt to endorse friendly attitudes toward a mentally ill co-worker, but
endorse negative attitudes if that same person was going to marry into their family. This
shows that social setting and context can play a large role in the attitude formation of
individuals.
In contrast to Angermeyer (2005) and Pescolido (2013), Cleveland (2013) argues
that desire for social distance is relatively low and attitudes are relatively positive. In a
study of over 1600 German citizens, Cleveland examined attitudes, social distance, and
beliefs about causes of mental illness. Here, the author speculates that desire for social
distance increased when participants believed the illness to be more person-caused rather
than of biological or environmental origin. Cleveland notes, however, that the majority
of the participants did not endorse a solely personal cause of mental illness, with only
20% of respondents saying they would blame the person for their illness. He also notes
that over 95% of the respondents said that they would not be ashamed to have a mentally
ill person in their family. While this seems to directly contradict other studies, it should
be noted that Cleveland limited the study to discussions of individuals with depression.
This, then, closely mirrors Angermeyer (2005) and Pescolido (2013) who both found that
attitudes were more positive toward individuals with depression as they were thought to
be less unpredictable or violent than a person with schizophrenia or drug addiction.
Cleveland (2013) also puts forth a possible limitation in that there was no formal or
16

clinical definition of depression used in his study. This, he posits, may have allowed
individuals without a clear understanding of what clinical depression is to rate differently
than if they had a more concrete understanding of the clinical definition.
A 2008 study by Marie and Miles may serve to tie together findings from
Cleveland (2013) and others that appear contradictory. In this study, authors used several
vignettes to describe individuals with depression, schizophrenia, and alcohol dependence.
After participants read each vignette, they rated how likely they would be to interact with
the described person, as well as how dangerous they believed the person to be. Authors
noted that whereas levels of desired interaction were not high among any of the
categories, it was significantly higher for the depression vignette as compared to the other
two categories. Similarly, participants rated the depression vignette as potentially much
less dangerous than those for schizophrenia and alcohol dependence. When authors
examined the desire for distance and perceived dangerousness, they found that the level
of perceived dangerousness significantly mediated the effect of the disorder category on
the social distance score (Marie & Miles, 2008). Where Pescolido (2013) showed that
social context is important in attitude formation, Marie and Miles (2008) imply that the
type of illness may affect attitude as well.
Criminalization of Mental Illness. Understanding the attitudes of the general
population toward those with SMI is useful, however, as Angermeyer and Deitrick (2005)
point out, that can be difficult due to differences in such a large and heterogeneous group.
What may be more useful then is to examine the attitudes of a particular subgroup of the
population which may share more consistent beliefs and attitudes toward those with SMI.
While any population subgroup could be chosen, a group with direct interaction with SMI
17

individuals provides the greatest value for the present study. One such subgroup is law
enforcement officers. Due to several factors, law enforcement officers have both regular
contact with SMI individuals, as well as direct power to affect their lives due to their
legal authority.
Angermeyer and Deitrick (2005) hold that the attitude of law enforcement officers
toward those with mental illness generally mirrors the population at large. More
precisely, they propose that law enforcement officers tend to believe that individuals with
mental illness need help, but that they may be dangerous and unpredictable. While the
general population may simply show rejection or increased distance in social situations
with mentally ill individuals, law enforcement officers have a role of power when
encountering mentally ill persons. For this reason, they are a useful group to examine, as
changes in their attitudes can create positive benefits in the outcomes for mentally ill
individuals.
Specifically, there is the issue of criminalization of mental illness that can be
examined and addressed within this specific population. Cotton (2004) provides a basic
definition of criminalization which is when an act which is not criminal is treated as
though it is. Criminalization can be examined through the factors of contact, power, and
officer discretion.
Contact. Due in part to mandates of deinstitutionalization, law enforcement
officers are having increasingly frequent contact with individuals with mental illness
(Godfredson, Ogloff, Thomas, & Luebbers, 2010). This move toward
deinstitutionalization has placed more individuals with mental illness into the general
population, making contact with law enforcement officers much more likely.
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Another factor in this increasing frequency of contact is budget cuts for
community mental health and social work (Clayfield, 2011; Watson, Swartz, Bohrman,
Kriegel, & Draine, 2014). With declining resources and fewer employees, agencies that
engage in this type of work cannot respond adequately to the number of people in need of
help.
The combination of more people with mental illness in the general population and
fewer resources to help them has led to law enforcement officers often being the
gatekeepers of mental health service (Cotton, 2004).
Power. Not only do law enforcement officers frequently encounter seriously
mentally ill individuals, they also have significant power over individuals in these
situations. Current research increasingly supports the idea that outcomes of contact with
law enforcement officers is worse for those with mental illness than those without
(Godfredson et al., 2010; Watson et al., 2014). These negative outcomes can be seen in
the areas of arrest rates and use of force.
Rates of Arrest of Mentally Ill Individuals. An often-cited study in mental health
and criminal justice literature is Teplin’s (1984) work on arrest rates of the mentally ill.
While far from current, Teplin presents evidence that holds up even now, namely that
deinstitutionalization and decreased funding for mental health services has found more
individuals with mental illness encountering law enforcement officers. Teplin uses this
to begin a discussion about the increasing arrest rates for those same individuals. In a
more recent work, Godfredson et al. (2010) put forth some plausible reasons why the
arrest rate for mentally ill individuals is higher, but they do not contend that Teplin was
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incorrect. Similarly, Watson et al. (2014) reports a disproportionate rate of arrests for
those with mental illness than those without.
Use of Force with Mentally Ill Individuals. Along with increasing arrest rates, use
of force is an outcome of law enforcement interaction that may often be worse for those
with mental illness. In the law enforcement community, use of force is defined along a
continuum from general presence of the officer to the use of a firearm (Morabito, Kerr,
Watson, Draine, Ottati, & Angell, 2010). Morabito et al. (2010) surveyed a group of
approximately 200 Chicago police officers from four different precincts. Among other
data collected, information was gathered regarding use of force in encounters with
mentally ill individuals. Morabito et al. asked officers to remember the most recent
encounter with a mentally ill individual and to rate the level of the force continuum that
was necessary to resolve the situation. Seventy percent of these encounters required
some use of force beyond the simple presence of the officer.
In a study from Morabito and Socia (2015) authors reviewed over 6000 use of
force incident reports generated from 2008 and 2011 by police in Portland Oregon.
Implications from this study were that mental illness alone was not a predictive factor for
injury of either officer or subject. Results did show, however, that the addition of
substance abuse issues were predictive in injury. Morabito and Socia (2015) note,
however, that the predictive power of substance abuse held for both mentally ill and nonmentally ill subjects. The implication of this was that individuals with mental illness
were not more likely to cause or receive injury from a law enforcement officer unless
substance use was also co-occurring.
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In examining factors that might affect the use of force, resistance to the officer
was the best predictor (Morabito et al., 2010; Morabito & Socia, 2015). Watson et al.
(2014) echo this, noting that verbal resistance could increase use of force by four percent,
and physical resistance increased use of force by twenty percent. This is an important
factor, as individuals with mental illness are more likely to initially refuse or ignore an
officer’s question or command (Watson, 2014). This is often due to the individual
experiencing some type of psychosis (auditory or visual hallucination or delusion) which
may in turn increase officer wariness because of the bizarre presentation of this symptom.
This, then, provides some nuance to the Morabito and Socia (2015) finding that mental
illness alone did not predict injury, but resistance (which is more likely in a mentally ill
individual actively experiencing symptoms) did.
Officer Discretion in Encounters with Mentally Ill Individuals. When law
enforcement officers come into contact with mentally ill individuals, they have several
options as to how the situation will be handled. These options are often referred to as
officer discretion. For example, when an individual is stopped for speeding, an officer
may write that person a citation or allow them to go with a warming. This is officer
discretion in action.
In most cases, the individual officer has a high level of personal discretion in
deciding what actions to take to resolve issues related to individuals with SMI. Morabito
(2010) states that police discretion is not a binary decision, but is rather more like a range
of options that an officer might take depending on the specific context of the situation.
For the purposes of this study, officer discretion regarding situations with SMI
individuals can be thought of as a spectrum with four points. Those points are informal
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handling, mental health apprehension, specialized response, and arrest. Which option an
officer chooses depends on a number of factors, but there are situations where
stigmatized attitudes may lead to a more escalated disposition.
Informal handling. In many instances, the issue an officer is called to deal with is
relatively routine. Teplin (2000) found that seventy-two percent of situations involving
mentally ill individuals are handled informally. Reuland, Schwarzfeld, and Draper
(2009) found similarly that seventy-two percent of cases in a study in Honolulu, HI were
handled informally. There may be some type of argument or misunderstanding which the
officer is able to correct with minimal time investment. This outcome tends to be “off
the books” as no paperwork is filed and nothing official is noted. This type of handling
allows the officer to get back to their duties very quickly and reflects the lowest level in
the types of officer discretion.
Mental health apprehension. In some instances, informal handling of a call is not
appropriate. The individual with mental illness may be actively displaying symptoms
which could cause harm to himself or to others around him. In this instance, the officer
may take the person into custody to await further evaluation for involuntary psychiatric
hospitalization. Reuland, Schwarzfeld, and Draper (2009) cite an example from Florida
where, in 2000 alone, 40,000 individuals were held on a mental health apprehension.
It should be noted that this discretionary decision has different legal precedents
and statutes in different states. Some officers may not have access to this decision
without an order from a judge, while some may have authority to perform a mental health
apprehension solely based on their own judgement. Also, this may only be enacted when
the mentally ill person is exhibiting behaviors that could cause immediate harm to
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himself or others around him. If the individual is not suicidal or homicidal, the officer
may not have appropriate grounds to use this discretionary avenue, even if she believes
the individual needs help. This option is also not appropriate in the situation of an officer
encountering someone who wants to receive help voluntarily. While this option can be
useful in certain situations, it can be limiting in others.
Specialized Response. In certain instances, an officer may enact some type of
specialized response to the situation at hand. This typically falls into two broad
categories. The first is dispatching another officer who has specialized training to handle
mental health crises. The second is the activation of a crisis team from a local mental
health center.
In some areas, a specific group of law enforcement officers receive special
training that focuses on mental health issues and de-escalation of situations involving
mentally ill individuals. Examples of this type of program are the Crisis Intervention
Team model and the Mental Health First Aid program (Reuland, Schwarzfeld, and
Draper, 2009). When officers trained in these programs are dispatched, the goal is to
deescalate what may be a tense situation and avoid mental health apprehension or arrest if
possible. These officers may also be able to refer a person to appropriate treatment to
help with symptoms they are experiencing.
In addition, many areas have community mental health centers with some type of
crisis response team. This type of team is made up of mental health professionals who are
available to respond to psychiatric crises in the community. If officers encounters a
mentally ill individual in crisis, she may have the option of activating personnel from this
team to aid in resolving the situation. Individuals on this team will generally have skill in
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de-escalation as well as be able to facilitate entry into some type of treatment for the
mentally ill person (Lamb, Weinberger, and DeCuir Jr, 2002).
Arrest. The highest level of the discretion spectrum for officer disposition in
encounters with mentally ill individuals is arrest. This can happen for several reasons.
The first is that the individual with mental illness has committed a crime. This is a
straightforward instance and is the appropriate option. Teplin (2000) notes that while
arrest is not a frequent choice of officers in this situation, arrest rates for individuals with
mental illness are higher than in the general population.
In other situations, however, the decision to arrest may not be as straightforward.
There may be situations in which individuals with mental illness are arrested based on a
non-criminal expression of their illness. Most often this is initiated when a family
member, friend, or concerned citizen encounters the person engaging in bizarre behavior
such as talking to themselves. This can escalate into officer interaction during which the
person is arrested because it is a quicker means of dealing with the issue and getting back
to policing. The officer may believe that the person is dangerous and initiate arrest to
avoid personal injury. This is a clear instance of criminalization based on stigmatized
attitudes.
Cotton (2004) puts forth an alternate interpretation of this situation, however. She
posits that when officers lack other discretionary options (i.e. inability to initiate mental
health hold or specialized response) they may arrest as a means of helping the person
receive treatment. Wood and Watson (2017) term this a “mercy booking” and state that
many officers use this option as a last resort. The officer, knowing that arrest may initiate
evaluation from mental health professionals, arrests not based on stigma, but on a desire
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to help. While this is still clearly criminalization, it may not have the same negative
connotation as the previous example.
Influencing Law Enforcement Officer Attitude
Regardless of which of the previous scenarios one finds himself, law enforcement
officers hold a fair amount of power over the resolution of incidents involving individuals
with mental illness. With that in mind, one question to ask might be how the attitude of
the officers toward individuals with mental illness can be positively affected, and whether
that will lead to better outcomes for the person with SMI. Current criminal justice and
mental health literature provide evidence for several factors that might contribute to the
formation and continuation of attitudes toward individuals with mental illness.
Examining each of these factors individually will form the foundation for understanding
how they relate to each other.
Mental health literacy. The first factor influencing attitude toward mental
illness is Mental Health Literacy. This idea was first presented by Jorm (1997) and is
simply what a person knows about mental health symptoms, diagnoses, and treatment.
Adequate Mental Health Literacy helps lay people form appropriate mental depictions of
individuals with mental illness by having a clearer understanding of what mental illness
is (Campos, Dias, Palha, Duarte, & Veiga, 2016).
Marie and Miles (2008) suggest that lay people have developed a more nuanced
understanding of different specific diagnoses. This, the authors argue, allows the person
to hold different views toward specific mental illnesses. Cleveland et al. (2013) disagree,
noting that lay individuals generally lack understanding of the causation and mechanisms
of mental illness.
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Social distance. A second factor related to attitudes toward individuals with
mental illness is the concept of social distance. Social Distance is a concept introduced by
Emory Bogardus in the early 1920’s that was used to examine race relations (Bogardus,
1925). The Social Distance Scale created by Bogardus is one of the longest-used
instruments in psychological research, having been adapted to assess a number of
different situations. Simply put, Social Distance is a measure of how close an individual
is willing to be with a person of a different group in a social situation. This can range
from simply knowing someone of a different group, to having someone of a different
group marry into a family. By measuring social distance, researchers can begin to
understand the relationship between certain situational factors and the strength and
direction of a person’s attitude.
Many studies have used social distance to measure attitudes toward individuals
with mental illness. Corrigan et al. (2001) studied how social distance was related to
perceptions of dangerousness and fear of individuals with mental illness. Researchers
assessed a group of 208 community college students and found a significant relationship
among perceptions of dangerousness, fear, and social distance. Students who believed
individuals with mental illness to be dangerous were more likely to desire greater social
distance (Corrigan et al., 2001). Similarly, Marie and Miles (2008) findings, showed a
strong relationship between perceptions of fear or dangerousness and increased social
distance.
Mak, Chong, and Wong (2014) provide an interesting link from Social Distance
to Mental Health Literacy. In a study of the process of stigma formation, authors found
that a majority of respondents could pass a general knowledge test about mental illness.
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However, fewer than half of the respondents endorsed wanting to live next to someone
with a mental illness. This supports the idea that Mental Health Literacy on its own is not
enough to predict and affect attitude.
Familiarity. A concept closely linked to mental health literacy and social
distance is familiarity. For the purposes of this study, familiarity is the degree to which
someone has a relationship with an individual with mental illness (Corrigan et al., 2001).
Many studies exist showing people who are more familiar with individuals with mental
illness have less stigma. For instance, Corrigan et al. (2001) showed increased familiarity
leads to decreased perceptions of dangerousness of individuals with mental illness which
leads to a decreased desire for social distance. The increased familiarity, however, also
had a direct impact on lowering the desire for social distance as well (Corrigan et al.,
2001).
Studies examining depression in a Finnish population showed that a majority of
participants believed they would be personally negatively affected if it were known that
they themselves had depression. Interestingly though, the study found that participants
with higher scores on a familiarity rating scale were less likely to desire social distance
from mentally ill individuals (Aromaa, Tolvanen, Tuulari, & Wahlbeck, 2011). EvansLacko and Thornicroft (2013) also linked familiarity to mental health literacy. They
performed a systematic review of several stigma reduction programs in England and
found that stigma perceptions remained generally stable over time. They noted, however,
that scores on a familiarity rating scale were highly correlated with scores of mental
health literacy.
Multi Factor Model
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One main aim of the current study centers around the formation of a model
linking the three identified factors (Mental Health Literacy, Familiarity, and Social
Distance) together so that the relationship among them can be better understood. While
there are a number of studies examining the relationship of one of these factors to
attitude, there are few multi factor studies in this area. Currently, there is no identified
model in the literature using the three specific factors of mental health literacy, social
distance, and familiarity to examine the strength of law enforcement officer attitude
toward individuals with mental illness.
One multi factor model was produced by Mak et al. (2014) and attempted to
understand a specific model of stigma formation. This Common Sense Model attempts to
predict stigmatized attitudes from factors of knowledge (mental illness causation,
controllability, timeline, and coherence). This, the authors state, provides a
multidimensional view of the stigma process. In their study, authors also collected data
on social distance. The researchers found that the factors of their model did significantly
relate to stigmatized attitudes. They also noted a significant pathway from social distance
to stigma. This study supports the notion that social distance is an important factor in the
stigma process. Other factors of the Common Sense model can be understood under the
larger umbrella of Mental Health Literacy, and thus supports that as a factor to be
included in the current model.
Another attempt at modeling the stigma process using similar factors was done by
Anagnostopoulos and Hantzi (2011). In this research, authors examined the link between
familiarity and social distance, finding a significant negative correlation between the two.
They also measured some specific domains of stigma such as social care, social
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restriction, social segregation, and social stigmatization. They found that there was a
partially-mediated linear effect from social care to social restriction to social segregation.
This implies that increases in social care lead to decreases in social segregation through
the construct of social restriction. This study again supports the previous findings on
social distance and familiarity, as well as supports the inclusion of these factors into the
current model.
How Attitude Influences Behavior
Understanding that attitude can be influenced by certain factors is certainly useful
to researchers and those attempting to launch successful anti-stigma campaigns. In order
to effect the greatest change, however, one must begin to understand the link between
attitude and action. In his 1964 book Attitude Change and Social Influence, Arthur
Cohen notes that at that time there had been little research into the link between attitude
and actual behavior. He suggests that while we assume that attitude is an appropriate
proxy for behavior, this may not be so. If not, he says, attitude research is far less useful
as a field of study (Cohen, 1964).
Ajzen (2005), summarizing the evolution of attitude research, attributes this belief
in attitude as a proxy for behavior to the idea of consistency. As Ajzen explains,
consistency is the belief that what people think about a subject reflects how they will act
regarding that subject. For instance, according to the idea of consistency, individuals
who rate high on measures of aggression are likely to be aggressive in many situations
regardless of external or situational factors. Unfortunately, as Ajzen notes, decades of
attitude and social psychology research failed to support this link. Ajzen concludes that
there must be other factors at play when attempting to link attitude to behavior.
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In an effort to address the lack of predictive ability in then-current models,
Fishbein and Ajzen (1975; Ajzen and Fishbein, 1977) developed the Theory of Reasoned
Action. This was their attempt to take into account variables such as subjective norms
and volitional intent into the model to strengthen predictive power. This theory has been
used in social science and health research to predict a wide range of behavior. Figure 1
shows the Theory of Reasoned Action in more detail.

Figure 1 – Fishbein and Ajzen’s Theory of Reasoned Action

One of the arguments against the Theory of Reasoned Action is its inability to
predict behavior that is seemingly incongruous with an individual’s stated attitude. To
address this, Ajzen extended the Theory of Reasoned Action by adding a factor for
perceived behavioral control. Ajzen called the new model the Theory of Planned
Behavior. Rivas and Sheeran (2003) state that the Theory of Planned Behavior has
become one of the most widely used frameworks for understanding health related
behaviors. Figure 2 shows how the concept of perceived behavioral control is added to
the previous Theory of Reasoned Action. The following sections provide a brief
overview of each component of the model.
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Figure 2 – Fishbein & Ajzen’s Theory of Planned Behavior
Behavioral attitude. The first and most obvious factor in the Theory of Planned
Behavior is behavioral attitude. Fishbein and Ajzen (2015) remind the reader that
attitudes research is one of the oldest areas of interest in psychology. As Cohen (1965)
noted earlier, a core premise of early psychological research was that attitude could be
used as a predictor of behavior. While this has not proved directly true (Ajzen, 2005),
attitude is still a large component of the equation when attempting to predict a behavior.
Fishbein and Ajzen (2015) describe attitude as an individual’s tendency to have
positive or negative affection for something. Armitage and Conner (2001) define the
concept similarly, specifying that the attitude relates directly to a person’s negative or
positive thought toward performing a behavior. Stronger attitudes toward performing an
action will provide stronger intention to perform that action, thus making attitude an
important aspect in the model (Armitage & Conner 2001; Fishbein & Ajzen 2015).
Further support for inclusion of behavioral attitude as a factor in the theory comes
from Feather’s expectancy-value model (1959). Fishbein (1975) worked with this model
to produce a general definition for use in his own research. Ajzen (1991) describes
Feather’s expectancy-value model as a framework for understanding how beliefs about
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an object are tied to an individual’s belief about certain outcomes regarding that object.
Armitage and Conner (2001) note that the strength of a person’s belief (and thus his
attitude) is directly proportional to the magnitude of the positive or negative outcome
attached to the object.
In a 2001 meta-analysis of studies using the theory of planned behavior, Armitage
and Conner examined several different facets of the theory. After compiling several
hundred studies and comparing reported effect sizes for facets of the Theory of Planned
Behavior, they found a strong correlation between both attitude about behavior and
behavioral intent (r = .49) as well as attitude about behavior and behavioral beliefs (r =
.50). They determined that these results indicate a medium to large effect of each factor,
and support the inclusion of attitude toward behavior as a factor of the model.
Subjective Norms. Fishbein and Ajzen (2015) note that the idea of subjective
norms comes from the concept of social norms. Social norms, they state, are the
behaviors that society deems generally acceptable. Fishbein and Ajzen note that there is
typically pressure of some type to adhere to social norms due to the threat of punishment
if one breaks the norm.
In the early formation of the Theory of Reasoned Action (Fishbein and Ajzen,
1975), the concept of the social norm was transformed into the subjective norm. In this
new term, the authors take into consideration that the most important aspect of the norm
is not what is actually happening in society, but rather what an individual perceives is
happening. Armitage and Conner (2001) clarify this concept; explaining that social
norms are general, whereas the subjective norms Fishbein and Ajzen envision are limited
more to a specific group of individuals termed referents. These referents are particular
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people whose opinion the individual values for whatever reason. Ajzen (1991)
determined that stronger subjective norms lead to stronger intention to perform or not
perform a behavior.
In a 2003 meta-analysis of studies using the theory of planned behavior, Rivas
and Sheeran cast some doubt on the predictive utility of the subjective norm concept.
They note that previous studies have determined that this factor is the weakest of those
included in the theory of planned behavior, and could likely be left out of the model
altogether. Armitage and Conner (2001), after comparing models with and without the
subjective norm factor, echo the finding that it is likely the weakest of the included terms,
but note that this is likely due to improper measurement rather than a general weakness of
the concept. They note that a majority of studies using the theory of planned behavior
measure subjective norms using only one item. This, they state is not enough to
accurately determine the strength of the factor. Armitage and Conner (2001) found
through their meta-analysis that subjective norms were significantly correlated with
behavioral intent (r = .34). They state that while this is the weakest factor, evidence does
not yet exist for its removal from the model.
Rivas and Sheeran (2003) while noting that subjective norms are the weakest
component of the model do not necessarily argue for the removal of a normative
component. They state that the subjective norm as it is currently conceptualized is an
injunctive norm rather than a descriptive norm. They separate the two concepts, defining
injunctive norm as what referents believe the individual should do, and descriptive norms
as what the reference actually do themselves. The authors state that current literature
implies the injunctive and descriptive norms affect behavior in different ways.
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In their meta-analysis, Rivas and Sheeran (2003) analyzed data from multiple
studies by way of a two-step hierarchical regression. In this regression, the entered the
current factors of the theory of planned behavior (attitude, subjective norm, and perceived
behavioral control) in the first step. They found that all factors had significant beta
weights, and in total explained 39% of the variance in intention. To determine the added
value of descriptive norms, the authors added this factor in as a second step in the
regression. The addition of this factor resulted in a significant beta weight for descriptive
norms and an increase in the explained variance of the model by 5%. Authors note that
while the beta weights for other factors were still significant, descriptive norms had a
higher weight than all factors except attitude.
While Ajzen’s original formulation of the theory of planned behavior in 1991
called only for the injunctive subjective norms, more recent publications have modified
that to some degree. Ajzen’s 2002 paper discussing the creation of a theory of planned
behavior questionnaire addresses both the necessity of a multi-item assessment of the
construct as well as the inclusion of items assessing descriptive norm beliefs. He notes
that including descriptive norms can overcome a lack of variability seen when only
injunctive norms are assessed. Also, in Fishbein and Ajzen’s 2015 update on their
reasoned action approach to behavior prediction, the authors include significant
discussion describing both injunctive and descriptive norms.
Perceived Behavioral Control. Perceived behavioral control was the factor
added to the original theory of reasoned action to account for instances which a person
may have the intention to perform a behavior, but not the ability to carry out the action.
Fishbein and Ajzen (2015) hold that perceived behavioral control is a measure both of a
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person’s perceived competence to perform a behavior, as well as his control over the
performance of the behavior. Individuals with strong perceived behavior control are
likely to have strong intention to perform the specific behavior. Conversely, individuals
who do not perceive themselves as having strong behavioral control may not form
sufficient behavioral intention to carry out a behavior. This can take place even in
situations where the person has strong attitude towards the behavior, and the subjective
norms do not interfere.
Intention and Behavior. In Ajzen and Fishbein’s model, (2015), the final two
variables are Behavioral Intention and Behavior. Behavioral intention describes an
individual’s readiness to perform the target behavior. Ajzen and Fishbein suggest that
Intention is a direct antecedent to the actual behavior.
Summary
Taking the previously mentioned literature into account, a summary may be
beneficial. Specific discussion of the concept of stigma has been present in our culture
for over 100 years. Though the concept can be defined in several different ways, for the
purpose of this study it is the labeling of a group as different concurrent with negative
values being ascribed to the group. In many cases certain powers are also stripped or
restricted in the affected group.
Individuals with serious mental illness are often stigmatized in the general
population. Many believe SMI individuals to be violent and restrict social contact with
them. While this can be a hindrance to SMI individuals in certain situations, members of
the general population do not have wide scale interaction with or power to affect them.
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One group that does have frequent contact and power towards SMI individuals is law
enforcement officers.
Due in part to deinstitutionalization mandates begun in the 1960s, more SMI
individuals are interacting in the general population and may come into contact with law
enforcement officers. When a law enforcement officer comes into contact with someone
with SMI, there are multiple options that can be taken which range from informal options
to arrest of the SMI individual. Current literature suggests that there may be a higher rate
of arrest for individuals with SMI than the general population. There may also be a
greater usage of force by law enforcement officers when interacting with SMI
individuals. It is to be noted that a portion of the literature here references policing in
non-American cultures. The current study will only examine officers from the United
States.
Some authors state that stigma toward SMI individuals may be a factor in
disproportionately negative interactions with law enforcement officers. This study
proposes to examine three factors that influence an officer’s attitude toward individuals
with SMI. Those factors are mental health literacy, social distance, and familiarity. The
product of this examination of factors will be a model that accurately depicts the
relationship among these factors and officer attitude.
To link attitude to behavior, the study will use the Theory of Planned Behavior.
While this theoretical model has attitude as one of its factors, it also adds in other factors
(subjective norms, perceived behavioral control, and behavioral intention) to predict
actual behavior. Combining information from the three-factor attitude model and the
Theory of Planned Behavior model, the study will draw conclusions linking officer
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attitude toward individuals with mental illness and officer behavior toward those
individuals.
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CHAPTER III - Methodology
As the study research objectives assess multiple aspects of law enforcement
officer attitude, both quantitative and qualitative methods were used. Quantitative data
from multiple instruments provided the bulk of the data which help draw conclusions
about the proposed pathways from the Theory of Planned Behavior. One limitation of
using quantitative data in this project is that the topic of behavior toward a vulnerable
population is quite sensitive. This makes obtaining truthful quantitative data regarding
behavioral intent and actual behavior difficult. For this reason, the project also
implemented qualitative interviews with a representative sample of law enforcement
officers to obtain information about intent and behavior. It is likely that the nature of in
person interviews makes qualitative data collection possible as it relates to these two
especially sensitive topics. This qualitative data helped provide insight into the
quantitative findings, as well as highlight future research directions.
Participants
Participants in the quantitative portion of this study were sworn law enforcement
officers from a variety of locations in the United States. The author recruited participants
from both urban and rural areas so that issues and effects particular to a specific location
did not dominate the findings. Participants were recruited from both city police
departments as well as county sheriff offices. This provided the largest variety of
participants, thus adding to the generalizability of study findings.
Education and demographic backgrounds, as well as officer experience level
represented a broad range of differing officer characteristics. These factors helped
determine whether the attitudes in question could be usefully differentiated by age,
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gender, racial and ethnic backgrounds, or other such factors. Participants numbered one
hundred fifty four (N = 154). This number of participants provided adequate data for use
in the Structural Equation Modeling techniques which were used for data analysis.
Participants for the qualitative portion of the study were drawn from as wide a
geographical area as could be obtained by the author. Officers providing interviews came
primarily from the Southeastern United States. As the nature of the qualitative interviews
were to discuss potentially sensitive topics, conducting the interviews in person was an
important factor in obtaining quality data. While other means of interview are feasible
(e.g. telephone or Skype), those methods lacked the benefit of body language nuances as
well as interviewee rapport that face to face in person interviews brought. Participant
officers for this portion of the study had a variety of background experience so that a
range of attitudes could be assessed. Participants for this portion of the study numbered
ten (N = 10).
Materials
Materials for the quantitative portion of the study were multiple questionnaires
intended to gather data regarding specific facets of law enforcement officer attitude
toward individuals with serious mental illness. Quantitative instruments were used to
assess each of the three factors in the proposed model of officer attitude formation
(Mental Health Literacy, Familiarity with Mental Illness, and Social Distance). While
several of the instruments are far from new, literature shows them to be standards of
current research and practice. All quantitative instruments have shown appropriate
reliability and validity measures, as well as situational appropriateness for the intended
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population. Finally, semi-structured interviews were conducted with law enforcement
officers to provide data supplemental to the quantitative findings.
Community Attitudes Toward the Mentally Ill Scale
The Community Attitudes Toward the Mentally Ill Scale (CAMI) was used to
assess the dependent variable of attitude toward individuals with serious mental illness.
The CAMI was originally developed in 1981 by Taylor and Dear. The authors intended
to create a scale that would provide useful differentiation between individuals with low
and high regard for people with mental illness.
In creating the CAMI, Taylor and Dear (1981) modified several existing scales
measuring attitude toward mental illness and formed one larger scale with multiple
dimensions. Specifically, the CAMI measures the dimensions authoritarianism,
benevolence, social restrictiveness, and community mental health ideology. The scale is
composed of forty total items which are rated on a five point Likert scale from “Strongly
Disagree” to “Strongly Agree”. Each subscale is scored individually and higher scores
indicate stronger endorsement of the attitude measured within that facet. For example, a
high score on the benevolence dimension would indicate a participant having a strong
positive attitude toward helping, where a high score on the social restrictiveness
dimension would indicate being in favor of social restriction.
Taylor and Dear’s original study measured the reliability of each sub scale and
found they ranged from .68 to .88. Authors also conducted a factor analysis on the scale,
determining a four factor orthogonal solution to be simplest. This four factor solution
accounted for 42% of variance in scores (Taylor and Dear, 1981). The four factor
solution was also supported by Cotton (2004) and Glendinning (2013).
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Locke (2010) found the total reliability of the CAMI to be α = .78. Girma,
Tesfaye, Froeschl, Möller-Leimkühler, Müller, and Dehning. (2013) used the CAMI and
found that the overall reliability to be α = 0.79. Glendinning (2013) used a version of the
CAMI with police officers as well as general community members and found reliability
in both samples to be above α = .90.
Mental Health Knowledge Schedule
The Mental Health Knowledge Schedule (MAKS) was used to assess an officer’s
mental health literacy. While there are other measures that are more clinical, the MAKS
is more general in nature, better lending itself to the context of this project and its target
population. The MAKS is split into two sections, each with six items. The first six items
assess the knowledge areas of help seeking, recognition, support, employment, treatment,
and recovery. The final six items assess the participant’s agreement that something is or
is not a mental illness (Evans-Lacko, 2010). All items are rated on a six point Likert type
scale ranging from “Agree Strongly” to “Disagree Strongly” with “Don’t Know” as an
option. The instrument is scored by generating a total sum score based on each item’s
endorsement. The instrument takes an average of one minute and twenty-three seconds
to complete (Evans-Lacko, 2010).
There are very few empirically designed and studied instruments for assessing
mental health knowledge as it relates to stigma. Evans-Lacko (2010) performed three
studies aimed at assessing the validity and reliability of the MAKS. Two studies used
the same group of participants completing instruments at different times. From this, the
author calculates a test-retest reliability of 0.71 using Lin’s concordance statistic.
Authors also note that over the three studies, internal consistency of items 1-6 was 0.65.
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Level of Contact Report
The Level of Contact Report (Holmes, 1999) was used to measure the variable
Familiarity with Mental Illness. In his original 1999 article, Holmes notes that previous
studies examining a person’s familiarity with mental illness generally asked a categorical
“yes or no” question such as “Do you know anyone with mental illness?”. While this is
useful information, the Level of Contact report goes further and provides a way to obtain
ordinal level data related to a person’s familiarity with mental illness.
Holmes’ Level of Contact Report is composed twelve situational items that rate
the level of intimacy the respondent has had with someone with mental illness. The
respondent rates each situation as true or false for them. Items range from situations
related to work, family, or personal experience with mental illness. The instrument is
scored by taking the number of the most intimate situation and using it as the total score.
Higher scores indicate more intimate familiarity with someone with mental illness
(Holmes, 1999).
The Level of Contact Report was originally examined by three experts in serious
mental illness not related to the creation of the scale. Each expert ranked the items in
order of intimacy. Holmes found that the interrater reliability for this scale was 0.83.
Social Distance Scale
The Social Distance Scale (SDS) was originally created by Emory Bogardus in
1925 to assess racial tension in the United States. Scales of social distance have been
adapted from this original Bogardus scale, and have been applied to a number of different
specific scenarios. One such social distance scale was adapted for examining mental
illness stigma by Link (1987). This scale contains seven items describing situations of
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escalating social intimacy. Participants read each scenario and rate their willingness to
engage in that situation with a person with mental illness. Each item is rated on a four
point Likert scale from “Definitely Unwilling” to “Definitely Willing”. The total social
distance score is the summed total of all items. For the current study, the scale was
reverse coded such that higher scores indicate a desire for more social distance and lower
scores indicate a desire for less social distance. Penn, Guyan, Daily, Spaulding, Garbin,
and Sullivan. (1994) noted that the internal consistency of this particular social distance
scale variant was 0.75.
Officer Interview
The officer interviews were the main data collection tool for the qualitative aspect
of the study. As stated previously, information regarding officer behavior would likely
have been overly difficult to retrieve through the available quantitative methods. Using a
semi-structured interview allowed more nuanced and experiential data to be captured and
taken into account along with quantitative data. The author briefly asked officers about
their backgrounds, and then spent the bulk of time discussing interactions with seriously
mentally ill individuals. Questions assessed the four quantitative variables, as well as
intended behavior toward individuals with serious mental illness. Interviews were
performed at a location convenient to the officer.
Procedure
For the quantitative portion of the study, online means were used to distribute a
digital questionnaire package. The author solicited participants from a variety of areas,
using convenience sampling to reach the broadest group possible. While random
sampling was not feasible in this setting, reaching as broad a population as possible
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helped negate any bias inherent in specific regional population groups. This broad group
was reached by distributing the questionnaire through a list of nationally recognized law
enforcement training coordinators across the country.
This online questionnaire was available for completion for several weeks so that
the maximum number of participants could be reached. Online distribution was the most
efficient means of obtaining data from a wide array of participants with the least amount
of burden on the participants.
One consideration for the online distribution of a questionnaire is the order in
which the items are presented. As there was some concern that the order of items may
have an effect on the overall data collected, the author ensured two types of question
randomization. First, each instrument was presented as a block of questions, the order of
which was randomized. Then, randomization of items within each block also occurred.
In this way, participants could receive any instruments and items in any order, thus
minimizing any order effects that might have occurred.
The qualitative portion of the study took place concurrently with the quantitative.
Participants were recruited from local law enforcement agencies, who were asked to meet
at a time and place of their convenience to participate in the semi-structured interview.
Participants were also asked to sign brief informed consent forms.
Analysis
Quantitative data were initially screened for errors and missing data. Once data
were clean, further analysis begun. General descriptive statistics were computed to
determine participant characteristics. The main analyses were completed through the use
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of structural equation modeling, as areas of interest center on relationships among
different variables.
Qualitative data was analyzed for particular themes that run throughout
interviews. The author examined responses for salient information that shed light on the
officers’ experience as it relates to individuals with mental illness. Specifically, the
author implemented thematic content analysis to understand the overarching narratives
and themes present in the interviews.
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CHAPTER IV – Results
This chapter will present the findings of the study proposed in the previous
chapter. The analysis begins with a review of the study sample and demographics to
provide context for the remaining work. Specific analyses are reported subsequently.
For clarity, quantitative and qualitative analyses have been reported separately.
Quantitative Analysis
Data cleaning
Quantitative analysis began once the requisite number of participants (n = 243)
had completed and submitted the study questionnaire through Qualtrics online. Data
were exported from Qualtrics to an Excel spreadsheet where recoding of several
questions took place. From there, the data file was imported to the R statistical package
for cleaning and analysis.
Initial data cleaning consisted of checking for missing data and determining any
systematic reason for the missingness. Of the original 243 questionnaire submissions, 89
contained some level of missing data. Through visual examination, the researcher
determined that the missingness in the data set was not at random. In general, cases were
either complete or were missing all information after basic demographics. For this
reason, imputation methods to make use of cases with missing data were not appropriate.
To that end, all cases with missing data were removed from the data set, leaving 154
cases for analysis.
Once missing cases were addressed, data were further screened for problematic
data such as responses outside of the response range and extreme outliers. No cases were
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found to have problems in this area. At this step, data were deemed clean and prepared
for analysis.
Table 1 – Sample demographics
Sample demographic information is presented below in table 1
Table 1
Demographics of Study Sample
Factor

n

Percent of Sample

Total
Male
Female

154
130
24

84
16

Total
African American
White
Hispanic/Latino
Asian
Native American
Other

154
18
129
1
4
0
2

12
84
<1
2.5
0
1

Total
High School/GED
Bachelor’s
Masters
Doctoral
Specialized MH Training
Total
Yes
No

154
79
62
10
3

51
40
6
2

154
123
31

80
20

Gender

Race

Education

The sample was made up primarily of white males. Whereas this is certainly
weighted towards a specific population type, the Bureau of Justice Statistics (BJS)
indicates that this is representative of Law Enforcement Officers in the broader United
States population (Hyland and Davis, 2019). Specifically, BJS reports that as of 2016 the
total percentage of male law enforcement officers is 88% and the percentage of white law
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enforcement officers is 73%. While the current study slightly over represents white
respondents, this is not an extreme departure from the national population.
In terms of education and training, the majority of the current sample did not have
above a Bachelor’s degree and over half had earned only a high school diploma or GED
equivalent. A large majority of the sample indicated they had received specialized
training in the area of mental health at some point.
In addition to the demographic information presented in table 1, table 2 provides
information regarding respondent age and years in the field of law enforcement.
Table 2 – Study Sample Age and Years in Law Enforcement
Study Sample Age and Years in Law Enforcement
Factor

n

Min

Max

Mean

SD

Total
Male
Female

154
130
24

24
24
29

68
68
59

42.6
42.5
41.4

10.8
10.3
8.6

Total
Male
Female

154
130
24

1
1
1

51
51
28

15.9
16.3
14.02

8.9
9.1
7.1

Age

Years in Law
Enforcement

As table 2 shows, respondents ranged from 24 to 68 years old and the average age
was nearly 43 years old. Law enforcement experience ranged from 1 to 51 years with an
average of nearly 16 years. Men and women did not differ greatly in either of these
factors.
Variables and Sample Distribution
As the overall goal of this study is linking officer attitude toward individuals with
mental illness to factors that contribute to that attitude, there are several variables that
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were examined. In describing the outcome variable of officer attitude, the Community
Attitudes toward the Mentally Ill (CAMI) Questionnaire was used. This instrument is
made of four subscales, each of which is scored individually and describes a specific
component of overall attitude. The Authoritarianism scale measures the respondent’s
desire to impose control over those with mental illness. The Benevolence scale measures
a respondent’s attitude toward the responsibility of society to aid those with mental
illness. The Social Restrictiveness scale measures a respondent’s thought that individuals
with mental illness are dangerous. Finally, the Community Mental Health Ideology scale
measures how the respondent views mental health treatment in the community as
opposed to inpatient treatment in hospitals (Taylor & Dear, 1981).
In addition to the outcome variables, there were three predictor variables used in
the study: The Mental Health Knowledge Scale (MAKS), the Social Distance Scale
(SDS) and the Level of Contact Report (LOC). Here, the MAKS measured functional
knowledge of mental illness as judged by correctly agreeing or disagreeing with specific
statements about mental illness. The SDS presents a selection of increasingly intimate
situational statements to determine the degree to which the respondent desired social
distance from an individual with mental illness. Finally, the LOC measured the
respondent’s personal familiarity with individuals with mental illness. Table 3 presents
descriptive information for all variables of interest within the current sample.
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Table 3 – Independent and Dependent Variables
Independent and Dependent Variables

Min

Max

Mean

SD

Cronbach’s α

CAMI Authoritarian 154

11

37

23.4

4.5

0.64

CAMI Benevolence 154

24

50

40.1

4.8

0.75

CAMI Social Restriction 154

10

40

22.7

5.4

0.82

CAMI CMHI 154

13

50

34.4

7.1

0.90

Mental Health Knowledge 154

35

56

45.6

3.9

0.71

Social Distance Scale 154

7

26

15.8

3.9

0.87

Level of Contact Report 154

5

12

9.9

1.5

Factor

n

Dependent

Independent

Scale

As each of the dependent variables has a maximum possible score of fifty, one
will note that overall, participants scored relatively high on the Benevolence and
Community Mental Health Ideology subscales. Participants scored lower on the
Authoritarian and Social Restriction subscales of the measure. Standard deviations of the
Authoritarian, Benevolence, and Social Restriction scales were similar, while the
Community Mental Health Ideology scale had slightly more variability within the
sample.
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Each of the four dependent variables of interest were Likert type scales consisting
of multiple items, and thus a reliability score was calculated for each using Cronbach’s
alpha. The alpha scores for each scale is reasonably high, indicating the reliability of the
scale’s measurement of the construct at hand. The lowest scoring scale was the
Authoritarian scale (α = .64) which is not ideal but does match literature from Taylor and
Dear (1981). In their examination of the factor structure of the CAMI Scale, they noted
the Authoritarian scale to consistently receive the lowest alpha score of all four scales.
All other scales had measured alpha’s of greater than 0.75 indicating a reliable
measurement of each construct.
There were three independent variables of interest in this study. The mean
MAKS score was 45.6, which was near the maximum possible score of 56. The mean
SDS scale 15.8 out of a maximum possible score of 26. The mean LOC score was 9.9 of
a maximum 12.
Two of the three independent variables of interest were made up of multiple
Likert scale questions, and thus a reliability score was calculated using Cronbach’s alpha.
Both the MAKS and SDS had alpha scores indicating reasonable reliability of the scale
(α = .71, α = .87). The LOC was scored as the highest intimacy situation endorsed by the
participant, and thus did not require a reliability score to be computed.
Prior to completing the proposed path analysis, the researcher measured
correlation among the variables.
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Table 4 – Means, standard deviations, and correlations with confidence intervals
Means, standard deviations, and correlations with confidence intervals
Variable

1

2

3

4

5

6

1. CAMI_AU
2. CAMI_BEN

-.64**
[-.72, -.53]

3. CAMI_SR

.69**
[.60, .76]

4. CAMI_CMHI

-.57**
[-.67, -.46]

5. SDS

.52**
[.39, .62]

6. MAKS

-.43**
[-.55, -.29]

7. LOC_Score

-.09
[-.24, .07]

-.65**
[-.73, -.55]

.59**

-.73**

[.47, .68]

[-.80, -.65]

-.39**

.63**

-.60**

[-.51, -.25]

[.52, .71]

[-.69, -.49]

.40**

-.51**

.34**

[.27, .53]

[-.61, -.38]

[.19, .47]

.05

-.07

[-.11, .20]

[-.23, .08]

.09
[-.07, .24]

-.32**
[-.45, -.17]

-.13
[-.28, .03]

.15
[-.01, .30]

Note. Values in square brackets indicate the 95% confidence interval for each correlation.
The confidence interval is a plausible range of population correlations that could have
caused the sample correlation (Cumming, 2014). * indicates p < .05. ** indicates p < .01.

With the exception of the Level of Contact Score, all variables are significantly correlated
with one another.
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Finally, before analysis began, distribution normality was examined. To begin,
outcome variable residuals were examined visually through a series of QQ plots and
density graphs (Appendix A). The visual inspection indicated possible divergence from
normal, thus a series of statistical tests were run to verify. Using a Shapiro Wilk test, all
four subscales of the CAMI returned p values indicating problems with normality
(Authoritarian, W = 0.98, p = 0.03; Benevolence, W = 0.98, p = 0.51; Social Restriction,
W = 0.98, p = 0.01; CMHI, W = 0.98, p = 0.01).
Because the Shapiro Wilk test indicated sample normalcy issues, the Mardia test
was conducted. This showed a divergence from multivariate normalcy in the current
sample (Skewness 54.3, p < .001, and Kurtosis 4.1, p < .001) .
Path Analysis
As the overall goal of the quantitative portion of this study was to determine the
structure of the relationship among several variables, a path analysis was used. The
theoretical model relationships are shown in Figure 3. To perform this analysis, the
researcher used the lavaan package within the R statistical software. Due to the
previously noted issues with normality, a maximum likelihood estimator with robust
standard errors was used for this analysis.
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Figure 3 – Theoretical Model of Officer Attitude

The path analysis was successfully ended after 139 iterations. This was a justidentified model with a test statistic of 0.0 and 0 degrees of freedom. In the data cleaning
and examination portion of the analysis all variables were significantly correlated with
one another with the exception of Level of Contact score which was not significantly
correlated with any other variable. In the path analysis, however, all variables show
significant correlations with one another. In a slight divergence from the theoretical
model, all pathways among variables were significant with the exception of those leading
from the LOC score. The final path model is shown below in Figure 4. Note that all
reported estimates are standardized.
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Figure 4 – Three Factor Model of Officer Attitude

Note: Abbreviations are as follows; MH Know – Mental Health Knowledge; Soc. Dist – Desired Social
Distance; CMHI – Community Mental Health Ideology; Soc. Restrict – Social Restrictiveness; Benev –
Benevolence; Auth – Authoritarianism

The Benevolence variable explains the least amount of variance (r2 = 0.22), while the
Social Restrictiveness variable explains the most (r2 = 0.49). The Authoritarianism (r2 =
0.33) and CMHI (r2 = 0.38) variables fell in between the other two regarding their
explanation of variance.
Qualitative Analysis
In addition to the quantitative portion of the analysis, the author also implemented
a qualitative analysis as well. The goal of the qualitative analysis was to gain insight in
comparing the currently proposed model of officer attitude with parts of Ajzen and
Fishbein’s Theory of Planned Behavior. Specifically, questions were designed to inform
the author about officers’ planned behavior as well as their environmental and
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organizational decision-making support that might enhance or detract from the planned
behavior. To complete this portion of the study, the author implemented thematic content
analysis as a means of understanding the overarching themes present in the officer
interviews
For this portion of the study, fifteen individuals were invited for one on one
interviews using a pre-determined set of questions. Five individuals declined to
participate, and ten individuals agreed. Interviews were recorded and then transcribed for
analysis. Upon completion of the transcription, audio files of were destroyed. The
interview participants represented six law enforcement agencies in the state. Seven
participants were male and three were female. Six participants were Caucasian and four
were African American. All officers interviewed were specially trained as part of a
Crisis Intervention Team (CIT), and thus had a knowledge base about mental illness that
is likely greater than that of a typical officer who has not participated in that training.
The author concluded the interview process after ten participants as it seemed that a
saturation point had been reached. Answers to the interview questions were becoming
repetitive and providing little new information. Table 5 provides information on the
participants.
Table 5 – Interview Participant Information
Interview Participant Information
Pseudonym
Gender
Officer Johnson
Male
Officer Miller
Male
Officer Thomas
Male
Officer West
Male
Officer Lee
Male
Officer Adams
Male
Officer Scott
Male

Race
African American
Caucasian
Caucasian
African American
African American
Caucasian
Caucasian
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Experience
10
25
12
10
20
18
27

Table 5 Continued
Pseudonym
Officer Reed
Officer Bennett
Officer Gray

Gender
Female
Female
Female

Race
African American
Caucasian
Caucasian

Experience
15
10
13

Across all interviewees, policing experience ranged from 10-27 years. When
asked about their knowledge of mental illness, most officers said that they had received
very little training outside of their CIT training. When asked about any specialized
training outside of the CIT training, the general response indicated a lack of training on
the topic of mental illness throughout their careers. Some said they had picked things up
here and there, but there had been very little formal training on the subject. The
consensus was that most of the law enforcement training focused primarily on aspects of
the criminal justice system and tactical police skills (e.g. conducting searches, positioning
in dangerous situations, etc.).
All of the respondents noted that throughout their careers they have had frequent
contact with individuals with mental illness during their routine work. Several
participants noted that the frequency of contact with individuals with mental illness
seemed to be increasing as well. These contacts are often not directly called in as “a
person with mental illness” breaking a law, but rather as a “suspicious person”. Several
respondents mentioned that these “suspicious person” calls are often viewed as a waste of
time by officers. For example, Officer Miller stated:
You show up to a house or business or something and it turns out you’re there to
play therapist instead of police. A lot of guys get frustrated with that because they
want to be stopping criminals, not dealing with crazy people.
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These calls can be viewed as something outside the police work the officer wants to do,
and the quickest resolution to the call is often found. Multiple officers also stated that
calls involving individuals with mental illness are often family disturbance issues. In
these instances, officers may feel like they are coming into a situation to either arbitrate
or enforce house rules rather than law. This, again, is often viewed poorly by the officer.
To that end, Officer Johnson notes:
We end up dealing with mental patients pretty regularly. For the guys that don’t
know anything about it, they feel like their time is getting wasted. In their minds,
either someone has committed a crime or not. If they have, then let’s hook ‘em
up and get to jail. If not, then why are we still there?
In order to assess the idea that officers believe individuals with mental illness to
be unpredictable and dangerous, the researcher asked officers whether those specific
contacts were more or less likely to result in the use of force as well as what the typical
result of those contacts were. In this case, use of force would be defined as either
physical interaction with a person or deploying a weapon in response to the situation.
Officers responded by saying that generally, these contacts are very similar to calls that
do not involve individuals with mental illness. The typical resolution to these calls is for
the person to either be taken to a hospital or left where they are. In these situations, there
is no use of force. Offices do note that anecdotally, more of their recollection of
instances where they needed to use force came when dealing with a subject with mental
illness. Officer Scott said:
The majority of calls we go on don’t require any force beyond just being there. It
does seem like most of the time we need to go hands on or use a Taser is with a
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person where something is a little off. That mental patient in crisis can escalate
very quickly so you’ve got to be extra careful.
The primary reason for the use of force was the failure to comply with officer statements
that concerned safety. Without hesitation, all officers interviewed said that they put their
own safety as the top priority when on any call. Officer Adams sums up that idea by
saying:
From day one in the academy, officer safety is hammered into us. No call is safe
and anything can turn deadly in a heartbeat. I’ve got a family to go home to at the
end of my shift, and I’m gonna do everything in my power to make that happen.
One respondent stated that the perceived increase in use of force toward
individuals with mental illness was likely due to the officer’s own fear of individuals with
mental illness. This, they said, likely results from the officer’s lack of knowledge on the
subject.
To determine the organizational support for officer decisions, participants were
asked how much discretion they have on calls and how well that discretion is supported
within their agency. The general response was that the first officer on the scene of a call
had basically full discretion as to the resolution of that call. Officers also noted that
decisions were rarely called into question unless there was an excessive use of force
during the incident. Many respondents did note, however, that there was some push back
from other officers when the respondent was on a call with a subject with mental illness.
They note that these situations can take extra time which is viewed poorly by other
officers. Officer Lee had this to say:
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When you’re actually trying to de-escalate a mental subject, it’s gonna take some
time. You’ll have guys on the radio asking where you are and why you’re not
back in service yet. That’s usually from guys that don’t know much about what
you’re doing so you just ignore it and try to focus on what you’re doing.
In essence, the underlying thought seems to be that officers who take more time in these
situations are doing so in an attempt to do less work than other officers. While none of
the participants mentioned a direct prohibition against anything they might do, there
certainly seems to be some peer level opposition to anything seen as slacking.
To assess the previously mentioned criminalization of mental illness, officers
were asked if there were times where individuals with mental illness were taken to jail
when they do not belong there. The response was that yes, individuals with mental
illness do often end up in jail for a minor charge such as disturbance of the peace.
Several officers mentioned that in many cases the quickest pathway to resolution was to
arrest the person so that the officer can get back into service as quickly as possible. One
comment from Officer Miller highlights this:
I am certain there are some occasions where that may be the case. However, if
the officer is particularly annoyed or concerned, he or she may charge the person
with disturbing the peace just to reach a quick resolution.
This, again, highlights the prior finding that the general feeling among officers is that
these types of calls should be handled swiftly, likely because they are not viewed as real
police work. Several officers did mention, however, that the arresting is generally not out
of malice but rather out of a lack of options. Officers feel they need to get back on the
street quickly so that they can respond to more important issues, and the quickest route to
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doing that is through an arrest. These officers highlighted that they and their peers are not
lacking compassion for individuals with mental illness, they just are not trained to
adequately handle these types of situations. Responding officers say that they would use
more community resources if they were more widely available or known to the officer.
Multiple officers did mention attempting to use community resources in the past to mixed
effect. There seems to be a mistrust that resources will be available and helpful to the
officer. Several respondents mentioned instances where they believed a call was being
handled by a non-police agency or resource only to have to respond to that situation a
second or even third time in short succession. When this happens, officers say they are
even more likely to make an arrest to end the cycle of responding to the same situation
multiple times. A final comment from Officer Reed sums up the police thought process
particularly well:
At the end of the day, we want to help people. When most of us got into policing,
it was to arrest the bad guys, but helping in other ways is good too. With
partnerships between police and mental health and the community, we’ve actually
got some ways to help now that aren’t just arresting people and hoping we don’t
see them again. The situation isn’t perfect, but we’re all doing our best.
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CHAPTER V – Discussion
In the previous chapter, results from both quantitative and qualitative analyses
were presented. While pure results can be helpful, they are less so in the absence of
appropriate context. That context here is the greater body of literature presented
previously in chapter two. Understanding the present study in light of that framework of
prior research will aid the reader in drawing appropriate generalizations and conclusions.
Summary of Findings
The overarching goal of this study was to examine several factors that contribute
to the formation and maintenance of law enforcement officer attitude toward individuals
with a serious mental illness. While others have studied smaller pieces of attitude
relationships, in this study the three most salient factors were examined together. Those
being mental health knowledge, desired social distance, and familiarity with mental
illness. Officer attitude was measured using a multi-faceted assessment which produced
attitude scores in the sub-domains of social restrictiveness, authoritarianism,
benevolence, and community mental health ideology. In addition to the quantitative
measures, a group of officers was interviewed to gain more insight into the relationships
shown by the quantitative data, as well as to learn about other processes that might
influence both the officer attitude and how that attitude translates to action.
Officer attitude. Regarding officer attitude, the survey participants showed an
interesting mix of the four sub-domains on the CAMI assessment. Participating officers
scored low in the domains of social restrictiveness and authoritarianism. In the context of
these two scales, lower scores indicate less of the attitude being endorsed. Officer scores
indicates some desire for restrictions to be imposed on what individuals with mental
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illness can and cannot do. Officers scored highly in the domains of benevolence and
community mental health ideology. This means that officers positively endorsed
questions about individuals with mental illness both needing treatment and being able to
have that treatment in the community rather than isolated from society.
These findings indicate that officer attitude toward individuals with mental illness
is complex. As Angermeyer and Dietrick (2005) suggested, officer attitude generally
mirrors that of the general population. There seems to be a high degree of sympathy for
individuals with mental illness, especially as it pertains to their ability to receive quality
treatment. At the same time, however, officers lean toward more restriction rather than
more freedom. This likely goes along with officers’ general desire to take charge of
situations to maintain safety. Any level of unpredictability, whether actual or perceived,
can be a threat to safety of the officer or individuals in the community. Thus, while the
officers want individuals to receive treatment, their more primary motivation to action
may be that of maintaining safety for all parties involved.
These findings integrate well with the current literature regarding officer attitude.
As mentioned above, the current sample population of officers shows attitude similar to
the general population (Anagnostopoulos, & Hantzi 2011). The higher desire for social
restriction and authoritarianism support findings that officers believe individual with
mental illness to be unpredictable or violent (Angermeyer & Dietrick, 2005;
Anagnostopoulos & Hantzi, 2011).
A limitation of this finding is the broad nature of the questionnaire items. In one
study (Clevland, 2013), the authors mentioned that scores might have been affected by
the lack of specific definition of depression. This would allow participants to form their
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own mental image of someone with depression, and rate the survey based on that image.
As each participant could form their own personal image of depression, the scores were
not necessarily indicative of the attitude toward a standardized idea. Marie & Miles
(2013) also notes that individuals rate attitudes toward different mental illnesses
differently. Specifically, attitudes were higher toward individuals with anxiety and
depression compared to individuals with schizophrenia. This is relevant to the current
study, as most questionnaire items asked about serious mental illness in a general sense.
If more specific questions were asked, a difference in attitude among different diagnoses
may have been seen. This could provide more nuance to the discussion in future studies.
Understanding how officer attitude is maintained generally is helpful, but understanding a
more complex model of the attitude across different diagnoses would be even more
useful.
Officer knowledge, social distance, and familiarity. In the current study, three specific
factors were examined as they relate to officer attitude: mental health knowledge, desire
for social distance, and familiarity with mental illness. These factors were chosen as they
individually had the weight of literature noting them as each important to officer attitude
formation and maintenance. As mentioned earlier, however, no study has used all three
simultaneously.
In the study participant group, officers had a fairly high score on the knowledge
instrument, and moderate scores on both the social distance and familiarity measures.
Officer scores on the knowledge measurement indicate they have a secure understanding
of what mental illness is and is not. They are likely able to make correct differentiation
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in their day to day roles as to which of their contacts involve an individual with mental
illness.
Regarding social distance, officers endorsed a moderate desire for distancing
themselves from individuals with mental illness in social situations. Officers answered
more favorably to questions about having a co-worker with mental illness than they did
having someone with mental illness marrying into their family. This is supported by the
previously mentioned officer attitude scores. A moderate desire for social distance seems
to reinforce a scenario in which an officer would be open to someone receiving treatment,
but also want to impose social restrictions on that person.
Finally, officers had a fairly high personal familiarity with mental illness. This
stands to reason, as officers are certainly coming into contact with individuals with
mental illness in a work capacity. That in and of itself is a fairly personal contact, and
many of the officers endorsed having even closer personal knowledge of individuals with
mental illness. This familiarity may relate the officer’s relatively high mental health
knowledge scores. Officers that have a high degree of contact with individuals with
mental illness are likely to have a fair amount of general knowledge about the issue.
In the current sample, correlations among these three variable indicate that mental
health knowledge and social distance have a significant negative correlation. As
knowledge increases, desire for social distance decreases. Interestingly, the familiarity
variable was not significantly correlated with either mental health knowledge or desire
for social distance. This was contrary to Corrigan et al. (2001) who noted a strong
correlation between desire for social distance and familiarity.
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One limitation of this aspect of the study is similar to the limitation of measuring
attitude. The questions assessing all three of these factors were fairly general and may
have allowed the respondents to rate the items according to different ideas of mental
illness. For instance, officers may be more willing to have close social interaction with
an individual with depression than someone with severe schizophrenia. As with attitude,
examining these variables in the context of specific diagnoses may prove valuable in the
future.
Relationships among variables. While the independent and dependent variables are
interesting in isolation, the study aimed to connect the two and understand how those
connections worked. To that end, one would note that higher scores on the authoritarian
and social restrictive scales of the CAMI were associated with lower scores on the mental
health knowledge assessment and a higher degree of desired social distance. Conversely,
higher scores on the benevolence and community mental health ideology scales of the
CAMI were associated with a higher score of mental health knowledge and less desired
social distance.
This implies that greater knowledge leads to a more positive attitude toward
individuals with mental illness. More knowledge may help officers better understand
situations that place them in close contact with individuals with mental illness and help
them feel as though the situation is more predictable. Officers with more knowledge are
more likely to at least feel like they know what to expect in situations that may be out of
the ordinary for them.
One may notice that the level of contact score measuring officers’ familiarity with
individuals with mental illness has not been mentioned as it relates to the overall
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relationship among variables. As previously noted, the familiarity score was not
significantly correlated with any other variable in the path analysis. One explanation for
this could be that the sample was made up of a group who all have fairly high contact
with individuals with mental illness. No matter the officer’s desired social distance from
individuals with mental illness, it is inevitable that the officer will come into contact with
those individuals during the course of their job. It is possible that in a broader or more
general sample, the relationship between familiarity and social distance would have more
closely mirrored that found in other works from authors such as Corrigan et al. (2001).
One limitation regarding the entirety of the quantitative portion of this research
was the length of the assessment instrument. Adding together the items for the CAMI,
MAKS, SDS, and LOC, officers were asked to answer around 80 questions to complete
the entire instrument. While there are certainly longer assessments that have been done,
data from Qualtrics indicate a number of would-be participants who dropped out midway
through the assessment and did not return to complete it. As with all studies done with
self-selected individuals, one must consider the entirety of findings under that caveat.
Officers who had overly negative attitudes toward individuals with mental illness were
unlikely to begin the assessment in the first place, and certainly unlikely to complete it.
Officer thought process and behavior. One of the main reasons the section of
qualitative research was added was to gain insight into the officers’ thought process in the
context of encountering individuals with mental illness. More specifically, the author
aimed to link aspects of officer attitude found in the quantitative section to aspects of the
theory of planned behavior like perceived behavioral control, social norms, and
organizational support. After conducting a number of interviews with law enforcement
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officers, the general finding is that they want to help people in the best possible way, but
are often undertrained and not provided with the proper resources.
While many officers report they believe that calls involving individuals with
mental illness are often a waste of their time, they do not seem to hold any specific ill
will toward those individuals. The officers’ mindset tends to be based around efficiency
and pragmatism. Cotton (2004) states that arrest rates for individuals with mental illness
are higher than others in the general population, but this could easily be explained not by
officer malfeasance, but rather as the quickest route to resolution for many calls. When
officers arrive to the scene of a call, they are immediately looking for a solution that will
resolve the current situation and have them moving on to the next. As calls with
individuals with mental illness often involve bizarre behavior (e.g., delusions,
hallucinations, odd obsessive thoughts and compulsions), officers may realize that their
best option is to arrest the individual and let someone else deal with the longer term
problem that may be underlying the entire situation.
Many officers who were interviewed said they could and would do more to get
individuals help, and would even be broadly supported within their agencies. The barrier,
then, is not officers’ unwillingness, but a general lack of knowledge what mental illness
is and resources outside of arrest to help.
One counterpoint to note here, however, is that for officers, safety supersedes all
other motivations. Nearly all of the officers interviewed were very specific to state that if
they believed a situation to be in any way unsafe, they would act swiftly and decisively to
minimize the possibility of harm to themselves or others present. While different officers
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have different points at which they will no longer tolerate the possibility of threat, they all
have a point.
One of the limitations of this study aspect was the lack of direct measurement of
officer behavior. Whether that is done by observation, logging police reports, or by a
more specific questionnaire instrument, that information would be helpful to gain more
insight into actual behavior. While interviewed officers seemed to be forthcoming about
their specific situations (as well as their perspective on the broader culture of law
enforcement) they were self-reporting on what is certainly a sensitive topic. Assurances
of anonymity are wonderful, but whether or not someone would disclose information that
could get themselves or their colleagues in trouble is questionable.
Final Conclusions and Future Directions
The combination of quantitative and qualitative facets to this particular study have
provided at least some insight into what law enforcement officer attitudes toward mental
illness are, what factors go into creating and maintaining those attitudes, and how those
attitudes relate to officer behavior toward individuals with mental illness they may
contact within their professional role. The main take away from the research at hand
seems to be two-fold: 1) knowledge is important and 2) knowledge is not enough.
Increasing officer knowledge of mental illness seems likely to increase officer attitude
toward individuals with mental illness. Increased knowledge relates strongly to
heightened positive factors and lowered negative factors of officer attitude. This positive
attitude likely goes into officer’s general desire to see individuals with mental illness
receive help rather than to see them punished. However, that knowledge can be blocked
by a lack of available resources. When there are no other resources, officers may be left
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with the options of ignoring the situation or arresting an individual for their safety. While
increasing arrest rates of individuals with mental illness may reflect poorly on law
enforcement, ignoring the context of those rising arrest rates is unfair.
As is often the case with worthwhile studies, more questions are generated than
answers. With the current study, several future research areas stand out. The first is
replicating a similar attitude study but specifying different diagnoses. Rather than treat
“individuals with mental illness” as one cohesive unit, more information may be gained
by breaking that whole up into more discrete groups. Schizophrenia is not like
depression, and lumping them together in a study about mental illness may keep
researchers from uncovering truths about either.
A second area of possible future research would be examining the attitude to
behavior link with a discrete cohort of officers. While in the current study, officers who
participated in the quantitative portion were not linked to those participating in the
qualitative interviews, doing so may provide more nuance and insight into the relational
pathways among factors.
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